Section ofOccupational Medicine with Section ofPhysical Medicine 847 than a fracture or a prolapsed intervertebral disc. On the other hand, if he has had a meniscectomy his prospects improve to about 2 in 3.
The full working life of a miner is fifty years, from 15, when he leaves school, to 65, when he retires. Degenerative changes affecting the joints can be expected to exert some influence on the results after both spinal injury and meniscectomy in the over 40s. It is therefore interesting to compare the influence of age on the results in both groups: in the spinal injuries 20 men (74%) of the 27 resettled in Category A were under 40. Of the 63 meniscectomies resettled in Category A, 40 men (63 %) were under 40. This suggests that after a spinal injury or meniscectomy a miner has a better chance of getting back to heavy work if he is under 40 and this is confirmed if one compares according to their age group the number of miners who went back to face-work with those who did not.
The Durham Miners' Rehabilitation Centre opened in 1944 and until the end of 1963 it accepted only miners. Since then, however, in common with all but one of the six other residential miners' rehabilitation centres in England and Wales, it has accepted a small proportion of non-miners to help keep the beds full. Between 1944 and 1963 about 5,000 miners passed through the Centre and of those who were discharged as fit for work about 57 % returned to their normal employment and about 35 % were on permanent light work. These figures include, of course, datal workers as well as piece workers, but it appears that the results of rehabilitation after meniscectomy in face-workers are well up to and indeed slightly above average (63% back at their own work) but after spinal injuries are well below the average (only 27 % back at their own work) and that the results are disappointing for all types of spinal injury. It is particularly disappointing that the fracture group did not do better, but no doubt, considering the average age of the patients, the presence of degenerative joint changes must have exerted an adverse effect. Nevertheless this group is small and it is still felt that heavy industrial workers with spinal fractures should be given the advantage of an inpatient rehabilitation programme.
In the case of the so-called lumbar strains and particularly in the definite disc lesions, it is important first to see how patients progress with an outpatient programme of physiotherapy or other conservative treatment, as it is worth while admitting them to a rehabilitation centre for a programme of final conditioning only if the earlier stages have gone well.
One final noteworthy fact emerges from the results obtained in these two groups: Although almost 50 % of these patients required permanent light work, it was found for all but 5%. This speaks very highly of the way in which the National Coal Board, in co-operation with the National Union of Mineworkers, looks after its employees. It should be remembered, however, that the patients analysed in these two groups were treated at the Centre between 1960 and 1963 and that since then there has been increasing closure of pits and redundancy, making the resettlement of permanent light-work men increasingly difficult. A clinical therapeutic trial of rotational manipulation of the spine is being carried out at Westinghouse Brake and Signal Company, Limited Chippenham, Wiltshire, and has been designed for all cases of back pain occurring among the 4,500 employees, with the following exclusions:
(1) Those already under treatment elsewhere.
(2) Those showing gross abnormalities on X-ray which would contraindicate manipulation. (3) Cases of bilateral hypermsthesia and pain. (4) Back pain syndromes occurring above the level of the inferior angle of the scapula.
The reason for including only unilateral cases is that one must have a normal contralateral side for comparison.
Once the case is accepted for trial the patient will be allocated at random to one of the following two treatment groups: (1) Manipulation and nine 15-minute doses of short-wave diathermy. (2) Ten 15-minute doses of short-wave diathermy only as a control group.
The following symptoms and signs will be noted before treatment, immediately after, at three days, and one week later: (1) These cases will be followed up at one month and compared. If, at the end of the first week, the case has not improved, a cross-over of the treatment will take place.
In the random allocation of the treatments, a separate allocation scheme will be used for each of the following six factors: Duration of the first episode of back pain lasting (1) less than one week, (2) more than one week, (3) more than one month; duration of a second or subsequent episode of back pain lasting (4) less than one week, (5) more than one week, (6) more than one month.
It is not possible, unfortunately, to carry out a double-blind trial of manipulation, but in this trial the observer who records the signs and symptoms after manipulation will be blind in the sense that she will not know which cases have been manipulated and which have only received the control treatment.
So far as can be ascertained, there is no previous reference to a controlled trial of manipulation without anesthesia.
The clinical trial of physiotherapy of pain in the neck and arm completed by the British Association of Physical Medicine (1966) is wider in scope but similar in its object and was of considerable help in planning this trial. Clover J R (1960) Lancet i. 1165 Dr Henry W Gillespie (Londoni) said that in patients where a clinical diagnosis of disc lesion had been made, X-ray examination should confirm disc disease to the exclusion of other disease, and should demonstrate the extent of osteoarthritis and osteoporosis. The degree of osteoarthritis and osteoporosis had an important bearing on the prognosis and success of treatment. The treatment of chronic backache without X-ray examination was a courageous undertaking, and left the patient with the impression of an incomplete examination if the next doctor attending the case should order one. Dr Gillespie, however, wished to deal with another aspect of X-ray examinationthe influence of congenital abnormalities. Figures which he had published some time ago (Gillespie 1949) showed that congenital lumbosacral abnormalities were a predisposing factor to disc lesion (Table 1) . The worst cause of this type of Table 1 Incidence of congenital abnormalities in 500 disc cases compared with 500 control cases Percentage incidence in Type ofabnormality Disc cases Controls Congenital lumbosacral abnormalities 34-2 8-8 Transitional lumbosacral vertebra 16 4 3-2
Six lumbar-type vertebrae 6-2 1-8
